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Coming Meetings 


International Medical Assembly of Southwest 
Texas, 24th Annual Meeting, Hilton Hotel, San 
Antonio, Jan. 25-27, 1960. 


Texas District One Medical Association, An- 
nual Meeting, Pecos County Club, Pecos, Tex., 
Feb. 5, 1960. Chairman, Dr. Hafold Lindley, 206 
S. Oak St., Pecos. 


New Mexico Medical Society, Annual Meeting, 
Western Skies Hotel, Albuquerque, May 11-13, 
1960. 


Southwest Obstetrical and Gynecological So- 
ciety, Annual Meeting, Las Vegas, Nev., Nov. 7-8, 
1960. 


Arizona Academy of General Practice, Psychi- 
atric Seminar, State Hospital, Phoenix, Feb. 13-14, 
1960. Approved for 14 hours Category I credit. Dr. 


James L. Grobe, chairman, 5630 N. 27th Ave., 
Phoenix. 


The University of Texas Postgraduate School 
of Medicine, Postgraduate Course, Dermatology, 
Turner Home, 1301 Montana Avenue, El Paso, 
Feb. 14, 1960. 


Fourteenth Annual Symposium on Fundamental 
Cancer Research, The University of Texas Post- 


-graduate School of Medicine, M. LD. Anderson 


Hospital and Tumor Institute, Houston, Feb. 
25-27, 1960. 


American College of Surgeons, Sectional Meet- 
ing, The Broadmoore Hotel, Colorado Springs, 
Mar, 21-23, 1960. 


Southwestern Medical Association, 42nd Annual 
Meeting, Hotel Hilton, El] Paso, Oct. 20-22, 1960. 
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Health Insurance 
By Russet L. Deter, M.D., El Paso 


President, Southwestern Medical Association 


I wish to discuss today the rather broad sub- 
ject of health insurance. The problem of pre- 
payment medical care is much more complicated 
than Sears, Roebuck installment buying. ft in- 
volves the doctors, hospitals, insurance companies, 
labor, management, purchasers of medical care 
and many nebulous intangibles, such as how 
much care do you want? What kind of care do 
you want? How do you know how much or what 
kind of care you should have? How much can 
you afford to pay for these services? Should 
you pay for any. If not, who should! ? How much 
of a free ride do you want, or think you should 
have in medical care, as well as in everything 
else? Why is it the inalienable right of every 
individual to have good medical care. Why not 
good food, good cars, good clothes. These too 
are, or may be, important to good health? What 
is the purpose of health insurance? 

In my opinion the purpose of health insurance 
should be to protect against large economic 
loss, rather than to provide for minor day to 
day costs. You do not carry insurance to finance 
minor repairs to your home, whereas you do 
carry insurance to take care of large losses to 
your home. The same may be said for your 
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automobile. Health insurance should be to pro- 
tect us from a loss which would interfere with 
our normal standard of living. What you pay for 
this protection will depend entirely on the number 
of people covered by your policy, the type of 
coverage that you carry and how much you abuse 
your insurance. 


Many Factors 


There are many things which increase the cost 
of health insurance, Over utilization is a prime 
factor in increasing this cost, and I wish to em- 
phasize the “over” part of this word. You buy 
insurance to utilize it, but not to abuse it. Patients 
abuse health insurance mainly because they think 
they are getting something for nothing, whether 
they need it or not, The same man would not 
burn down his house because his fire insurance 
was paid up, nor would he commit suicide be- 
cause his life insurance was paid up. We must 
all become impressed with the basic immorality 
of the idea of getting something for nothing. 

There are three extremely important questions 
which the medical profession must answer for 
themselves and these are: 

1. Are we willing to accept the proposition 
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that voluntary health insurance is the mechanism 
for solving the financial problems of medical 
care? 


2. Are we willing to assume the leadership in 
solving the financial and social economic problems 
of medicine? 


3. If not, are we willing to accept the leader- 
ship of a third party—a non-medical group? 


What is it that is happening in health in- 
surance fields which is disturbing us so much? 
First there is the abuse of health insurance by 
doctors, patients and hospitals. Many people 
have lost sight of the primary purpose of health 


insurance. 


In addition to over-utilization, a patient will 
pressure a doctor into admitting him to a hos- 
pital for a diagnostic problem which could be 
handled just as well as an out-patient or office 
patient. Much of the responsibility for this lies 
in the type of policy which insurance companies 
are writing. The Texas Medical Association 
Health Insurance Committee meets three times 
a year with representatives of Blue Cross-Blue 
Shield and the Health Insurance Council of Texas 
in an effort to iron out some of these problems. 
Many changes have been made in insurance poli- 
cies due to the transmission of ideas between our 
groups. One of the big changes is that many 
procedures are being paid for out of the hos- 
pital; whereas, previously, the patient would have 
had to be admitted to hospital for the care. 
Patients must be educated to realize that the abuse 
of unnecessary hospitalization will eventually put 
health insurance out of the reach of most 


people. 


Falsified Records 


Some doctors are aggravating this problem by 
going along with the request of patients, not 
only those abuses just listed, but in a few known 
instances actually falsifying records to get patients 
under policy deadlines. There are many areas in 
which doctors actually compound these abuses, 
a few intentionally, but the vast majority unin- 
tentionally, by using such tactics as dragnet 
diagnosis and shot-gun treatment. It is certainly 
the prerogative of each physician in charge of 
a case to do that which, in his opinion, is best 
for his patient; and the preceding and following 
statements are made only as a caution to all 
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physicians, whether the patient has health ‘in- 
surance or not, A doctor may be lax on a 
continuation order for expensive drugs, or indis- 
criminate use of expensive antibiotics or prophy- 
laxis prior to surgery, or every time a patient 
has a minimal fever, Even nurses compound this 
by calling the doctor’s attention to a patient with 
a temperature of 106 degrees who is not on any 
antibiotics, 

More serious, but less frequent, is the deli- 
berate effort to get everything possible out of 
health insurance. One specific instance has been 
cited by a Texas writer of hospital and medical 
service plans. A doctor sent a bill for three cysto- 
scopies he had never done, When faced by the 
patient, his answer was, “Your insurance pays for 
three cystoscopies, but not for other office pro- 
cedures, so I just put in for these to get your 
entire bill paid!” In connection with this, insur- 
ance companies do not .pay for diagnostic cysto- 
scopies, but do pay only when a specific diagnosis 
is made. This, in itself, is poor business, because 
insurance companies must realize that a diag- 
nostic cystoscopy is an important procedure in 
eliminating some other disease. 


Padded Bills 


Hospitals are certainly not above reproach. 
Some hospitals have been known to accept pati- 
ents’ policies as full payment for hospitalization, 
then pad the bill outrageously. After the patient 
has been in the hospital for four days they bill 
the insurance company for 12 day’s stay. Some 
hospitals increase the room rates for those pati- 
ents with health insurance. In my opinion this 
is absolute dishonesty! 

A single large carrier writing hospitalization 
coverage for medical services last year recovered 
approximately $140,000.00 from doctors and hos- 
pitals in Texas. A large portion of this is repre- 
sented by fraudulent fees and hospital bills. 

Let us think carefully about these questions: 

1. What can be done about unneccessary medi- 
cal costs on insured patients in particular, and on 
all patients in general ? 

2. How should we discipline flagrant abuses of 
health insurance? 

3. What else, if anything, can be done about 
the high cost of medical care? Active answers 
now can change the course of medicine. 

I urgently solicit your suggestions, ideas, com- 
ments or criticisms, 
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Warning To American Physicians 
PART II 


By Jacosus H. Vernave, M.D., Portales, N. M. 
Practicing Physician in Amsterdam, The Netherlands, 1925 to 1948 


Additional Information on Disguised 
Socialized Medicine in the Netherlands 


What would happen in this country should a f mine the fees which should be paid to the general 


small group of the population be given socialized 
medicine, was revealed in my first article by the 
successive events in the Netherlands. 

As pointed out, the final result was that 95 per 
cent of the population of the Netherlands was 
compelled to accept socialized medicine, by its 
gradual expansion to almost all groups. Each in- 
dividual covered by this disguised socialized medi- 
cine system does not only obtain the right of un- 
limited house and office calls, but shall get all 
drugs, of an arbitrarily composed list, without 
charge. In a check-up of several drug stores I 
was told that between 20 and 25 per cent of all 
free of charge prescriptions were never called for 
by the patient. This does not only demonstrate the 
waste of money, but also the lack of appreciation 
of the rendered service. 


Tremendous Task 


The Royal Dutch Medical Association, of which 
almost all physicians in the Netherlands are mem- 
bers, not only is required to defend the standards 
of medical care of the population, but also must 
protect the professional and financial interests of 
its members. It is impossible for this association 
to perform all of this tremendols task, without 
delegating some of its power. Therefore, holding 
the essentially medical and scientific matters with- 
in its own supervision, the Board created three 
sub-organizations, i.e. The Country’s General 
Practitioners Society, The Country’s Specialists 
Society and, The Country’s Society of Physicians 
in Government Service, to which the parent or- 
ganization delegated its power to defend the in- 
terests of its members. 

Independently, however, the Government ap- 
pointed a “Council for Medical Insurance,” (in 
actuality a euphemism for the execution of so- 
cialized medicine), giving it the power to deter- 
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practitioner and the specialist. The majority of 
this council are not medical people. Only a few 
are physicians. 


Medical Unions 


The continuous decline of the buying power of 
the guilder compels the aforementioned sub-or- 
ganizations to meet with the Council of Medical 
Insurance, before a current contract expires, to 
bargain for any additional pay raise, to cover the 
cost of rising expenses. 

Whereas the laborer’s wages and pensions are 
automatically compensated by a pay raise, as soon 
as the cost of living increases, this does not apply 
to those contracts made with the Council of Medi- 
cal Insurance, before the agreed expiration date. 
Thus, the medical sub-organizations of the Royal 
Dutch Medical Association are in reality no more 
than medical unions at a bargaining table, trying 
to persuade the Government Council to agree to 
a pay raise, Just like the labor-unions, no physi- 
cian is permitted to participate in the vast medi- 
cal-insurance contract programs if he is not a 
member of one of the sub-organizations. 


Because the Council’s majority is of the opinion 
that the physicians have a better income than the 
average intellectual, the Council is always reluc- 
tant to agree to a reasonable increase, such as 
given to the other “workers.” The Council re- 
quires detailed information of the physicians ex- 
penses, before it is willing to allow any increase 
of the fee. 


Successful Physicians Punished 


A recent contract agreement, which will be ef- 
fective Jan. 1, 1960, stipulates that the pay raise 
will be 12 per cent. The yearly fee for each of the 
first 2000 patients of a general practitioner will 
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then be $3.15, and for each successive patient 
only $2.30. 

The present Dutch government is not socialistic, 
as were all previous post-war governments. Ex- 
perience in England has shown, like nowadays in 
the Netherlands, that whenever clearcut or dis- 
guised socialized medicine has been established. 
no successive Government, for political reasons, 
is willing to make any changes, despite the obvious 
lower standards of medical treatment. 

It is interesting to note, that the number of 
medical students enrolled at the University of 
Amsterdam since 1950 has declined 50 per cent 
(1958). This decline has occurred in spite of the 
considerable increase in population. As far as 
private medicine in this country is concerned, 
“the hand-writing on the wall” is apparent. 


Socialized Medicine A One-Way Road, With 
No Point of Return 


The United States Chamber of Commerce 
warned business men that passage of the so-called 
Forand measure “would be a major breakthrough 
into the Welfare State.”” The Chamber said: “there 
will be a powerful attempt made to enact the 
measure next year. If successful it probably would 
lead to a compulsory federal program providing 
complete medical care for everyone.” 

“Once a program of this kind got started, there 
would be no stopping it.” 

What does the “Welfare State’? mean? 

The Welfare State is the State which makes 
the personal responsibility of the citizen subser- 
vient to the responsibility of the Government. Ac- 
cording to this philosophy the Government has to 
care for its citizens like a mother does for her 
children. This care finds expression in a striving 
for Social Security not (like in former days) for 
the less privileged, but for the entire population. 
On the face of it, it seems rather friendly, how- 
ever, the consequences are grim. 

Because the Government is responsible for 
everybody’s well-being, it should have at its com- 
mand the power and the right of say to bear this 
responsibility. The impersonal Robot or Welfare 
State will think for you, will act for you, will pun- 
ish you, and if you don’t obey, will muzzle you. 
Therefore, the Welfare State degrades all the 
population to the status of minor children. This 
is not compatible with individual freedom and 
destroys the sense of responsibility of the citizen. 
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Profession Divided 


Unfortunately the medical profession today is 
divided. There are some of us, ostrich-like, know- 
ing these dangers, pretending they don’t exist. 
There are the selfish, with their philosophy of 
“apres moi le déluge,” thinking that the inunda- 
tion will always leave a dry spot just for their 
escape. There are the left-wingers, thinking that 
democracy means the biggest class has to rule the 
minor (or intellectual) class. There are the un- 
critical, passively accepting any new trend, with- 
out realizing the evil results. There are those sup- 
porters of the compromise and the cooperation, 
thinking that giving one finger will not mean the 
loss of the whole body. 


This situation must be changed by the alertness 
and moral determination of the great majority 
of physicians. 

Let us not be complacent and think that we 
can wait until the flood has come and then resist 
it with one finger in the dyke. Let us continue to 
honor our oath, and to serve our patients with 
honest practice, avoiding overcharge to the less 
wealthy, but insisting that freedom, in the Ameri- 
can sense, applies to all classes, not only to the 


laborer. 


Let us be aware that people prefer to spend 
their income themselves, rather than have the 
state spend it for them. 


Let us not be fooled by a never proven slogan 


that communism or its twin sister socialism will 


conquer the world. Recent elections in England 
and the Netherlands have proved the opposite. 


Again, as a witness of socialized medicine in 
the Netherlands, I feel it my duty to warn the 
American physician to stand firm and fight with 
a convinced mind any measure that will lead to 
the compromise of our present high level of medi- 
cal care. 

Let us not accept the authority of agencies or 
schemes, like the relative value scale, to pave the 
way for eventual enslavement of the medical 
profession. 


Let us be prepared and close our ranks for the 
coming battle. Let us form a solid medical front, 
including dentists and pharmacists, confident that 
no government can compel us to participate in 
Socialized Medicine. No agency can break the 
power of a united medical profession, because 
only a physician can practice medicine. 
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FORENSIC MEDICINE 


Problems Encountered In Autopsies 


By Freperick P. Bornstein, M.D., El Paso 


EDITORIAL COMMENT 


For some time your editors have been interested 
in starting this column and have talked with its 
author on numerous occasions. Pathology is one 
of the most basic sciences of medicine and its 
value cannot be overestimated. The author of this 
column, Dr. Frederick P. Bornstein, is a very 
able pathological anatomist with a flare for 
forensic medicine coupled with insight into human 
nature and a good wit. 

The column will not be with us every month 
but will be published from time to time. Some 
of the articles will be purely practical such as 
this first one, some of them will have an air of 
mystery about them with the answer in the last 
part of the article, and all of them will be what- 
ever the author wants to make them. 

While making an editorial comment, your 
editors would like to call the reader’s attention 
to our interest in obtaining contributions involving 
cases for the column and to reiterate our desire 
for all types of scientific material. ° 


—L.W.B. 


The special problems encountered in a forensic 
autopsy pose a number of questions, not only 
of legal but also of medical interest. If a patient 
dies in the hospital with certain symptoms and 
if then we encounter certain lesions, we are per- 
fectly willing to correlate the lesions with the 
symptoms and blithely call this “cause of death”. 

Even in a perfectly innocent appearing coroner’s 
case we are often handicapped by the fact that 
no history is available, and under such circum- 
stances one relies on the pathological experience 
gained from other autopsies with good clinical 
documentation to assign similar lesions as cause 
of death. The borderline here is an extremely 
slender one and the next two cases are given 
to illuminate the problem of determining cause of 
death from anatomical lesions. 


Case No. One was an elderly gentleman, On 
autopsy there was a marked cardiac hypertrophy 
with an extreme aortic stenosis and extreme myo- 
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cardial scarring. This itself is a lesion which any 
pathologist would encounter frequently in _hos- 
pital practice and would have no _hestitation 
in signing out as aortic stenosis, especially if the 
record reveals a classical symptomatology and 
treatment for heart disease. However, this man 
was killed in an automobile accident and the 
anatomical findings in the heart are purely in- 
cidental to the cause of death. 


Elderly Man 


Case No. Two was an elderly man whose his- 
tory given was that he had been sick for 10 
years, that he had been short of breath and was 
dead on arrival. This man had extremely severe 
coronary sclerosis, patchy scarring in the myocar- 
dium, no obvious fresh infarcts, and a thrombus 
in the left main descending branch. Such find- 
ings seen in a hospital case again will not pro- 
duce any hestitation on the part of the pathologist 
in signing out such a disease as coronary sclerosis 
and considering this the cause of death. However, 
in addition to the findings mentioned, this man 
had a perforated peptic ulcer and an acute, severe 
peritonitis. 


These two cases show clearly that in our present 
state of knowledge certain anatomical findings in 
the heart, even in far advanced cases, may either 
represent changes which produce death or may 
represent changes compatible with life and only 
incidental to some other fatal disease. This state 
of affair forces the forensic pathologist, in absence 
of any reliable history, to do rather complete 
autopsies, very often to the irritation of the un- 
dertakers and the family. Often in so-called 
obvious conditions, toxicology will be -necessary 
and there will be delay in the signing of the 
death certificate. Thus, with what assurance can 
investigating authorities decide that a death was 
obviously due to natural causes even without per- 
forming an autopsy? Experience with such cases 
also forces the forensic pathologist, if asked “Is 
this autopsy necessary?” to the answer which is 
always the same, “Yes and always yes”. 
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MEETINGS 


Dr. Franklin W. Yeager, Corpus Christi, presi-  11:15-11:45 
dent of the Texas Medical Association, will be 
the principal speaker at the annual meeting of 
District One of the Texas Medical Association in 
Pecos, Texas, Feb, 5. 

Officers of District One are Dr. W. E. Lock- 
hart, Alpine, president; Dr. W. H. McClure, 
Kermit, vice-president; and Dr. Gordon L. Black, 
E] Paso, secretary-treasurer. 


11:45-12:15 


The complete program follows: 9:00. 2:30 
9:00- 9:30 Registration. 
9:30-10:00 Adrenogenital Snydrome 
Ira A. Budwig, M.D., El Paso 2:30- 3:00 
10:00-10:30 Development of Open Heart Sur- 
gical Program In a Community 3:00- 3:15 
Hospital and Indications for Special 3:15. 3:45 


Cardiac Studies 
E. Samuel Crossett, M.D., El Paso 
John M. Verosky, M.D., El Paso 


Intermission. 


3:45- 4:15 


10:30-10:45 
10:45-11:15 Surgical Treatment of Deafness 


C. M. Stanfill, M.D., El Paso 


12:15- 2:00 


TMA President To Speak 
At District One Meeting 


New Hemopoietic Hormone 
Jack C. Postlewaite, M.D., El 
Paso 
Recent Developments in Virology 
of the Central Nervous System 
Nathan M. Kleban, M.D., El Paso 
Luncheon 
Speaker: Franklin W. Yeager, 
M.D., President, Texas Medical 
Association. 
Some Rare Lesions Seen by the 
Proctologist 
William G. Smith, M.D., El Paso 


Practical Approach to Asthma 
Albert H. Unger, M.D., El Paso 


Intermission 


Current Concepts in Fracture 
Management 

Louis W. Breck, M.D., El Paso 
Cysticercosis of the Central Nervous 
System in West Texas 

Frederick P. Bornstein, M.D., El 


Paso. 


SACRIFICE SALE 


MRS. MANLEY B. COHEN 


4019 Santa Ana KE 3-3588 


Professional Equipment, Office Equipment and Furniture. 
Suitable for practicing physician or new office. Good condition. 


El Paso, Texas 
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Cardiac Symposium 
Scheduled In Phoenix 


The Arizona Heart Association will hold its 


third annual 


Cardiac Symposium Jan. 29-30 in 


the Arizona Biltmore Hotel in Phoenix. The pro- 


gram follows: 


8:00- 9:00 
9:00 


9:15-10:15 


10:15-10:30 
10:30-11:30 


11:30-12:30 


12:30- 2:00 
2.00- 3:00 


3:00- 4:00 


4:00- 4:15 
4:15- 5:00 


8:00- 9:00 
9:30 
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Friday, Jan. 29 
Registration — Lobby Entrance. 
Greeting by Dr. Donald K. Buffmire, 
Phoenix, President, Arizona Heart 
Assn. 
Possible Clinical Applications in 
Spatial Vectorcardiography 
Dr. George E. Burch, New Or- 
leans. 
Intermission — Visit Exhibits. 
The Surgical Treatment of Acquired 
Valvular Heart Disease 
Dr. John W. Kirklin, Rochester, 
Minn. 
Present Day Management of Hyper- 
tension 
Dr. Robert W. Wilkins, Boston. 
Luncheon. 
Management of Congestive Heart 
Failure 
Dr. George E. Burch, New Or- 
leans. 
The Modern Treatment of Cerebro- 
vascular Diseases 
Dr. Irving S. Wright, New York. 
Intermission. 
Panel Discussion of Current Cardio- 
vascular Problems 
Dr. Robert H. Bullington, Phoe- 
nix, Moderator. 


Saturday, Jan, 30 
Registration — Lobby. 
Greeting by Dr. William A. Butcher, 


Tucson, President-Elect, Arizona 
Heart Assn. 
960 


9:45-10:45 


10:45-11:00 
11:15-12:15 


12:15- 2:00 
2:00- 3:00 


3:00- 4:00 


11:00 
12:30 


7:00- 8:00 


8:00 


10:00 


Present Status of Surgical Treat- 
ment of Tetralogy of Fallot 
Dr. John W. Kirklin, Rochester, 
Minn. 
Intermission. 
Anticholesterolemic Agents and 
Atherosclerosis 
Dr. Robert W. Wilkins, Boston. 
Luncheon. 
Progress and Problems in Anticoag- 
ulant Therapy 
Dr. Irving S. Wright, New York. 
Panel Discussion of Current Cardio- 
vascular Problems 
Dr. Donald K. Buffmire, Phoe- 
nix, Moderator. 
Note: All speakers will participate 
in Panel Discussions. 


Ladies Activities 
Friday, Jan. 29 
“Ice-Breaker” Coffee — Lobby. 
Poolside Luncheon 
Fashion Show, Arizona Biltmore 
Hotel 
Cocktail Party — Semi-Formal 
Arizona Biltmore Hotel. 
Dinner - Dancing. 


Saturday, Jan. 30 


Please state your preference on reg- 
istration form for the following ac- 
tivities. 


Golf 
. At the Arizona 
Tennis 
Biltmore 
Swimming 


Trip to Scottsdale | Transporta- 


Sight-seeing tion furnished 
Shopping by Women’s 
On-your-own Committee 
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TMA Conference January 16 
Features SWMA President 


The Texas Medical Association will hold its 
annual winter meeting on January 16, 1960, at 
the headquarters building in Austin. The meet- 
ing is the Conference of County Medical Society 
Officials. 


Although the program is aimed toward county 
medical society presidents, secretaries, executive 
secretaries, delegates and legislative chairmen, all 
members of the Association are invited to attend 
the one-day conference, This meeting attracts close 
to 500 physicians and guests each year. 


New and transfer members of the Association 
will have an opportunity to attend an orientation 
program which will be held in conjunction with 
the conference and most of the TMA councils 
and committees will also meet during the week- 
end in Austin. 


The feature attraction of the informative con- 
ference will be five prominent guest speakers. 
These are: Honorable Bruce Alger of Dallas. 
member, U. S. House of Representatives; Mr. 
John McKee of Dallas, Southwestern Director of 
Civic and Governmental Affairs, Ford Motor 
Company; Mr. Allan B. Kline of Western Springs, 
Illinois, Farm Bureau leader and statesman; Dr. 
Marvin Vance of Austin, pastor, First Methodist 
Church; and Mr. F. Joseph Donohue of Wash- 
ington, D. C., chairman, Board of Directors, 
American Thrift Assembly. 


Dr, Deter On Panel 


Highlighting the afternoon will be a_ panel 
session on “Achieving Greater Understanding of 
Health Care Costs,” to be moderated by Russell 
L. Deter, M. D., of El Paso, chairman, Texas 
Medical Association’s Committee on Health In- 
surance and President of the Southwestern Medi- 
cal Association. Panelists will include: Dr, Arthu 
Kemp of Chicago, Director of the Department of 
Medical Economics Research, American Medical 
Association; Mr. G. Frederick Roll of Phil- 
adelphia, Director of Public Relations, Smith 
Kline & French Laboratories; and Mr. William 
Earngey of Fort Worth, Immediate Past Presi- 
dent, Texas Hospital Association. 


The topic of Congressman Alger’s talk will 
be “Medical Issues Pending Before Congress.”’ Dr. 
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Vance will present “Medical Leadership in the 
Community,” and Mr. Kline will duscuss “The 
American Way of Life.”” Mr. Donohue will speak 


on ‘Tax Considerations and the Physician,” and 
Mr. McKee will round out the program with 
his presentation, “The Action Approach.” 


For the convenience of those attending the 
conference, luncheon will be served in the base- 
ment of the headquarters building. The tra- 
ditional hospitality hour will conclude the con- 
ference Saturday evening in the Crystal Ballroom 
of the Driskill Hotel. 


N. M. Police Now Equipped 
To Handle Poison Victims 


New Mexico State Police are being equipped 
to handle poison victims, accidental or otherwise. 

Each of the 160 state police cars is being given 
a poison control kit. 

The poison control kit project was worked out 
by the N. M. Medical Society in conjunction with 
the N. M. Dept. of Public Health, which provided 
funds for the project. 

The kits will supplement opezration of eight 
poison control centers in Albuquerque, Las 
Cruces, Silver City, Alamogordo, Carlsbad, Ros- 
well, Clovis and Raton, The centers were estab- 
lished by the N. M. Dept. of Public Health and 
are operated under supervision of county medical 
Societies. 

The kits, to be placed with first aid kits in state 
police cars, consist of plastic bags and contain a 
universal antidote. Each has a list of instructions 
with “do’s and don'ts.” 


Immediate Antidote 


The antidote can be given immediately by the 
state police in an emergency and acts as an ab- 
sorber and neutralizer of the poison until the 
patient reaches a hospital or medical care. 

The poison control centers in the respective 
cities are available to provide data on what treat- 
ment should be given for the particular poison 
that has been swallowed. 


The poison control kit program extends the 
overall plan by equipping the state police to pro- 
vide immediate treatment for poison victims in 
outlying and rural areas as well as in metropoli- 
tan centers. 
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Dr. von Briesen 
Elected President 
Of El Paso County 


Medical Society 


Dr. Delphin von Briesen was elected President 
of the El Paso County Medical Society December 
8 at the organization’s annual meeting. He will 


serve for the 1959-60 year. 


Other new officers are Dr. Louis W. Breck, 
President-Elect; Dr. Jesson L. Stowe, Vice-Presi- 
dent; Dr. O. G, Zacharias, treasurer; Dr. Bradford 
Hardie, Secretary; and Dr. E. S. Crossett, Secre- 
tary-Elect. 


Dr. Branch Craige is the retiring President. 


Born in Clifton, Va., Dr. von Briesen has been 
a resident of El Paso since 1910, is a graduate of 
El Paso High School and attended Texas College 
of Mines and Metallurgy from 1927 to 1929 for 
pre-medical studies. He received his M.D. from 
the Texas University Medical College in Galves- 
ton. 


He interned and took his resident training at 
the State University of Iowa between 1933 and 
1935. He began the practice of medicine in El 
Paso in 1935. During World War II Dr. von 
Briesen served with the U. S. Navy between May 
1, 1941 and November, 1945 in various U. S. sta- 
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Dr. von Briesen 


tions and Alaska and emerged from the service 
with the rank of commander. 


Resumes Practice 

Dr, von Briesen resumed his practice in El Paso 
in 1946 and is associated with Dr. George Turner 
at the El Paso Medical Center at 1501 Arizona 
Ave. 

He is President-Elect of the Texas Radiological 
Society and will take office at the start of 1960. 
He is certified in radiology by the American Board 
of Radiology, is a Fellow in the American Col- 
lege of Radiology, is a member of the American 
Roentgen Ray Society, Texas Radiological So- 
ciety, Radiological Society of North America, 
Rocky Mountain Radiological Society and South- 
western Radiological Society. 

He and his wife, the former Mary Emma Luck- 
ett of El Paso, reside at 3020 Wheeling Ave. in 
El Paso and have three children, Delphin Jr., 12, 
Suzanne, 10, and Gates, 7. Dr. von Briesen’s hob- 
bies are bird hunting and music. He was em- 
ployed as a news reporter on the old El Paso 
Post from 1923 to 1927 under the editors, Tom 
Sharp and Wallace Perry. 
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Dr. Deter 


Dr. Russell L. Deter of El Paso was elected 
President of the Southwestern Medical Associa- 
tion at its 41st annual meeting in Roswell, New 
Mexico, November 5-7. The meeting featured 
Pediatric Medicine and Surgery and was arranged 
by the Association in conjunction with the Chaves 
County Medical Society and the New Mexico 
Chapter of the American Academy of General 
Practice. 


Other new officers are Dr. H. D. Cogswell, 
Tucson, President-Elect; Dr. Bryan Monahan, 
Santa Fe, Vice-President; and Dr. Merle D. 
Thomas, El Paso, Secretary-Treasurer, who was 
reelected for another year. 


The 1960 meeting will be held Oct. 20-22 in 
Hotel Hilton, El Paso. 


Members of the Executive Committee for the 
1959-60 year are Dr. A. R. Clauser, Albuquerque, 
immediate Past President; Dr. Robert F. Boverie, 
El Paso; Dr. Louis G. Jekel, Phoenix; Dr. Emmit 
M. Jennings, Roswell, who was general chairman 
for the Roswell meeting; Dr. David Rusek, Chi- 
huahua City, Mexico; Dr. Carlos Tapia, Hermo- 
sillo, Sonora, Mexico; and Dr. Louis W. Breck, 
El Paso, Managing Editor of SOUTHWESTERN 
MEDICINE. 


Held in conjunction with the Southwestern 
meeting were sessions of the New Mexico Medical 
Society’s Council and House of Delegates. 


Dr. Deter was born in Sao Paulo, Brazil, where 
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Dr. Deter Of El Paso Elected President 


Of Southwestern Medical Association 


his parents were Baptist missionaries. He received 
his M.D. from Baylor University College of Medi- 
cine and he then interned at Parkland Hospital 
in Dallas. He began six years of active duty with 
the Army Medical Corps in late 1940 and emerged 
from the service with the rank of Colonel after 
duty that included a year on an Army hospital 
ship in the Pacific and European Theaters of War. 
He began the private practice of medicine as a 
surgeon in El Paso in 1946, and is associated there 


with Drs. Harry H. Varner and Leigh E, Wilcox. 


Dr. Deter is chairman of the Texas Medical 
Association’s committee on health insurance: 
chairman of the E] Paso County Medical Society’s 
Hospital Committee; chairman of the El Paso 
Public School’s athletic injury committee; a mem- 
ber of the Board of Managers of the El Paso 
Hospital District and chairman of its building 
committee; and is a Delegate to the TMA. He 
has served as Secretary-Treasurer of the South- 
western Medical Association for three years and 
is a past Secretary-Treasurer of the E] Paso Coun- 
ty Medical Society. He is a member of the First 
Baptist Church. 


He and Mrs. Deter, who is President of the El 
Paso County Medical Society’s Auxiliary, reside 
at 4428 Hastings Street in El Paso. They have a 
son, Russell L., Jr., who is a sophomore at the 
Baylor College of Medicine; a daughter, Doris, 
who is a dietetic interne in the Veterans Admin- 
istration Hospital in Houston; a daughter, Phyllis, 
10; and a son, Dwight, eight. 
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This is one of the three beautiful golf courses in Roswell, N. M., which were 
available to physicians and their wives at the recent 41st annual meeting of the 
Southwestern Medical Association, Nov. 5-7. Roswell is famous for its Goddard 
Rocket Museum, Bottomless Lakes State Park, and the 1610-foot television tower, 
the world’s tallest man made structure. (Photo courtesy Roswell Chamber of 


Commerce). 
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Dr. Frederick R. Guilford, 
Houston, left, one of the 
speakers; and Dr. George 
C. Anison, Albuquerque. 


Dr. Dan G. McNamara, 
Houston, left, a speaker: 
and Dr. Karl Bergener, 
Roswell. 


Dr. George Morrison, 
Roswell, left, and Dr. Jack 
S. Guyton, Detroit, a guest 
Speaker. 


Dr. F. 
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Dr. William Blank, Albuquerque, left, and Dr. 


Sherwood Burr, Tucson. 


Dr. Albert H. Folling- 
as stad, Albuquerque, chairman 
- of the New Mexico Medical 

Society's Public Relations Commit- 
tee; Mrs. G. D. Grady and (standing) 
Dr. Grady, Albuquerque. 
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Dr. J. E. Hogan, Big Spring, Tex., left, and 
Dr. F. M, Diele, Holyoke, Colo. 


Left to right, Mrs. Sarah Gaston, RN, Roswell; 
Sister Regina, Sister M. Cordula, and Sister Mary 
Roswitha, all of St. Mary’s Hospital, Roswell. 


Dr. Robert Spensley, Albuquerque, left, and 
Dr. Daniel T. Cloud, Phoenix. 


‘VY 
4 i Dr. and Mrs. J]. J]. Young of El Paso. 


Dr. T. J. Glenn, Farwell, Tex., left, and Dr. 
E. D. Fikany, Ft. Sumner, N.M. 


Also at the Southwestern Surgical Supply 
cocktail party were, Mrs. Frederick R. Guil- 
ford, Houston, left, wife of one of the guest 
Speakers, Mrs. Russell L. Deter, El Paso, 
wife of the Association’s new president and 
also president of the El Paso County Medical 
Society's auxiliary, and Mrs. George S. 
Richardson, Roswell. 


Mrs. Dan G. McNamara, Houston, left, 


wife of a guest speaker, and Mrs. Robert 
R. Boice, Roswell, at the cocktail party given 


by Southwestern Surgical Supply. 


Dr. J. W. Cortner, Tucson, left, and Dr. E. W. Lander, Roswell. 


Dr. C. E. Montgomery, left, and 
Clark, both of Roswell. 
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ORIGINAL ARTICLES 


Primary Bone Grafting Of Fractures 
Of The Forearm In Adults* 


By Louis J. Levy, M.D., Fort Worth 


In spite of unhappy experience and adverse 
publicity, there is still a strong temptation for 
many of us to treat fractures of the mid and 
upper forearm in the adult by closed reduction. 
Wc know, however, that even in expert hands 
closed reductions are often fraught with disaster. 
Open reductions with pins and plates, even by 
the most competent workers, show a high in- 
cidence of non-union and other complications. 
Work of less competence yields, in addition to 
non-union, linear and rotary mal-alignment, ab- 
normal approximation of radius and ulna, deform- 
ity and discomfort associated with angulation, 
limitation of motion, and other complications in 
an alarming percentage. 


In an excellent analysis in 1949, Knight and 
Purvis (1) found 71 per cent unsatisfactory results 
following treatment by closed manipulatiqgn and 
casts. The healing time averaged 4% to five 
months, with 12 per cent non-unions occurring. 
Open reduction, without rigid internal fixation, 
yielded 85 per cent unsatisfactory results. There 
was considerably higher incidence of satisfactory 
results with plate or intramedullary pin fixation, 
but the healing time was no better than with 
closed manipulative methods, Smith and Sage 
(2) reported similar observations following in- 
tramedullary pinning of forearm fractures. These 
and other articles, along with the sad experience 
of all who deal with these fractures, emphasize 
the necessity of having a variety of techniques 
available to deal with such a treacherous opponent. 


Bone Grafting 


A number of years ago, in an effort to improve 
these unhappy statistics (and patients), bone 
grafting of fresh fractures of the mid or upper 
third of the radius and ulna was started. At 


*Presented at the Texas Orthopedic Society meeting, San 
Antonio, April 20, 1959. 
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first this was accomplished with the addition of 
rigid fixation, either external skeletal methods, or 
with internal fixation by plate or intramedullary 
pins, plus the addition of bank or tibial bone. 
Tibial bone was soon discontinued in favor of 
iliac crest bone, because the cancellous bone ob- 
tained from the latter afforded rapid healing and 
avoided the frequent and embarrassing complica- 
tion of fractured tibias. Bone from the iliac crest 
has its disadvantages, however, when used as a 


bone plate. 


A piece that has sufficient thickness to render 
stability to the fracture site has so much bulk 
that the wound may be difficult to close. This 
is particularly noticeable when applied to both 
bones, Iliac crest bone is therefore usually utilized 
as thin cancellous onlay grafts, to stimulate 
osteogenesis, when other skeletal fixation methods 
are used for rigid support. Bank bone in the 
early stages was neither readily available nor 
absolutely dependable as to sterility, and was 
therefore used only when absolutely necessary. 


Additional Surgery 


The use of donor bone grafts obtained from the 
iliac crest or tibia necessitates additional surgery, 
and also additional pain and disabling incisions. 
In an effort to avoid this, a technique was grad- 
ually devised whereby local forearm bone could 
be used. By making a fairly long incision along 
the subcutaneous border of the ulna, a long seg- 
ment of the ulna can be easily exposed proximal 
and distal to the fracture site. By using the circu- 
lar and oscillating saw, the ulna can be bisected 
longitudinally for two or three inches proximal 
and distal to the fracture site. One portion is 
used as a sliding graft to fix the ulnar fracture 
site, while the other is used as an onlay graft 
for the radius. (Fig. 1.) 
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Figure 1-A 


Figure 1-B 


Illustration of sliding inlay-onlay graft technique, as performed on dried specimen of radius and ulna. 


Each bone plate thus used is attached to 
the radial and ulnar fragments with screws 
so that it furnishes not only rigid fixation, but 
also the necessary additional local bone to en- 
courage healing. This procedure was found to be 
quite satisfactory in many cases, since it afford- 
ed a number of advantages: The use of autogenous 
bone is always an advantage over bank bone, and 
here the use of additional incisions for donor bone 
is obviated. The bone plates thus obtained furnish 
adequate fixation with only the occasional addi- 
tion of a metal plate. By avoiding unnecessary 
bulk, this has the decided advantage of allowing 
closure of the wound with less tension, and result- 
ing in materially less post-operative swelling and 
pain. 


It avoids the discomfort and increased mor- 
bidity encountered when using the iliac crest as 
the donor site. This procedure cannot be used 
very well in segmental fractures, or in fractures 
with extensive comminution at the fracture site, 
but can readily be used if only minor local 
comminution is present. For segmental fractures, 
skeletal fixation (usually intramedullary pins) 
with primary iliac crest strips or bank bone graft- 
ing, is necessary. In exposing these fractures, care 
must be taken to avoid stripping of all blood sup- 
ply from the middle segments. 


Inlay-Onlay Technique 


The inlay-onlay technique as described also 
works very well in the treatment of delayed or 
non-union of the ulna, or of radius and ulna. 
Of course, in treatment of fresh or old fractures, 
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it is necessary that the fragments be held in proper 


longitudinal and rotary alignment so as to pre- 
vent undue stress, angulation, and non-union. The 
correction of rotary malposition particularly must 
be stressed, since this error results in a high per- 
centage of limitation of supination or pronat’on. 


The use of the inlay-onlay method requires care- 
ful handling of the bones during the taking and 
applying of the graft, but with proper care no 
difficulty should be encountered. In all 20 cases 
where this method of treatment was decided upon 
prior to surgery, there was no incidence where 
it could not be satisfactorily employed during the 
surgical procedure. One objection that might be 
raised to the inlay-onlay graft technique is a pos- 
sible weakening and secondary pathological frac- 
ture of the ulna at the unfilled donor site. 
Actually, this has not occurred because the defect 
in the ulna fills in rapidly. In 15 cases followed 
from several months to more than five years 
there was no case of pathological fracture due to 
the use of this technique. 


Comment 


At the present time, the orthopedic surgeon 
has at his command either the use of this inlay- 
onlay method, metal skeletal fixation with added 
iliac crest or bank bone, or fixation with bank 
bone plates. Any of these may be used primarily 
on forearm fractures and, when properly done, 
the percentage of satisfactory results on fresh 
fractures should approach 100 per cent. A most 
gratifying aspect is the reduction in average heal- 
ing time from the usual 44 to five months down 
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to an average of 12 weeks. This allows much 
more rapid mobilization and rehabilitation of 
the arm, and a reduction in total disability time 
by several months, 


In this series, there were 31 private cases in- 
volving fixation and grafting of one or both 
bones of the forearm. Comparison between cases 
with skeletal fixation plus the use of autogenous 
or bank bone, and the cases in which the inlay- 
onlay technique was used, show reasonably similar 
results, The average healing time with the inlay- 
onlay technique was a little shorter, but as pre- 


viously stated, in some of the more extensively 


comminuted cases this technique could not be 
used, 


The use of a sliding graft in the treatment of 
non-union of the ulna was particularly gratifying 
and followed by an average healing time of 21% 
months. In cases where we are dealing with a 
fracture of the radius, with an intact ulna, the 
ulna may be used as a donor site to supply an 


onlay bone graft for fixation of the fracture of 
the radius. 


Summary 


The essential elements in the treatment of 
fractures of the radius and ulna in adults is fix- 
ation in proper position, plus the addition of a 
bone graft across the fracture site, Closed reduc- 
tions, or the use of open reductions without addi- 
tional bone, has a high percentage of unsatis- 
factory results, The inlay-onlay grafting technique 
should be added to the armamentarium of the 
orthopedist, since its use may be helpful in many 
cases in obtaining satisfactory healing when bank 
bone is not available, or without the necessity of 
additional incisions elsewhere in the patient. 
918 8th Avenue 
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The Back To Be Considered At Law-Medicine Institute 


The Law-Medicine Center of Western Reserve 
University in Cleveland, Ohio, will offer a two- 
day institute on “The Back: A Law-Medicine 
Problem Reappraised.” 


A special feature of this institute, being held 
Feb. 12 and 13, will be two actual settlement 
negotiations in the Saturday afternoon session: 
one involving a whiplash case and the other a disc 
case. 


The Friday and Saturday morning sessions will 
be devoted to defining the back and studying in 
depth the function of the back and the relation- 
ship of the back to the whole body as well as 


studying what trauma and disease affect the back 
and how they affect it. Rehabilitative procedures, 
diagnosis and evaluation techniques to determine 
disabilities will also be investigated. 


The institute will be held in the Hatch Audi- 
torium of the Newton D. Baker Building on 
the Western Reserve University campus from 
9 a.m. to 4:30 p.m. each day. The fee for this 
institute is $25. Housing facilities will be avail- 
able. 


For registration or information contact Oliver 
Schroeder Jr., The Law-Medicine Center, West- 
ern Reserve University, Cleveland 6, Ohio. 
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Clinical Pathological Conference 
R. E. THomMAson GENERAL Hospitat, Et Paso 
October 15, 1959 
Freperick P. Bornstein, M.D., Editor — Case No. 1309 


Presentation of case by Jack PostLewarre, M.D. 


History: Dr. Nathan Kleban: 


A 41-year-old woman entered the hospital on 


July 17, 1959. 


For one week she had been drinking heavily. 
Vomiting of blood began on the day before and 
continued until admission. No bowel movement 
had occurred for 24 hours since black, foul-smell- 
ing stools had been passed. The abdomen had be- 
come increasingly distended. 


The only other history obtained from the 
patient was that she had been a heavy drinker 
all of her life. 


Physical Examination: 


The patient appeared intoxicated, reeked of 
alcohol, was stuporous and in shock. Blood pres- 
sure was not obtained. Pulse was 190, thready, 
regular. The skin was pale, cold, clammy. The 
left cheek was ecchymotic. Scaly, macuo-papular 
lesions were present on the legs. There was under- 
nutrition, Respirations were rapid, shallow and 
equal, Conjunctivas were injected. A grade II 
systolic murmur heard over the precordium was 
loudest at the apex. No bowel sounds were heard 
over a distended, tender, tympanitic abdomen 
which had an intact, healed surgical scar between 
the umbilicus and symphysis pubis. Soft stool, color 
not described, was on the examining rectal glove. 
Pelvic examination was not done. Deep tendon 
reflexes were active, equal. There were no patho- 
logical reflexes. 


Hospital Course: 


Vomitus on admission consisted of bright and 
dark blood and brown granular material, Quant- 
ity was not recorded, Four units of whole blood 
were transfused. A sengstaken-Blakemore nasal 
esophageal-gastric tube was inserted and inflated 
to 30-50 M.m. of mercury pressure. Rectal tem- 
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perature rose to 105. L-Arterenol (Levophed) 
maintained blood pressure at or above 100. 


Meperidine (Demerol) was given for pain 
and phenobarbital for restlessness. In addition to 
the blood the patient received 250 c.c. of human 
albumin, 2000 c.c. of saline, and 5000 c.c. of 
5% glucose/D.W. Urine output was 1700 c.c. 
There was 1300 c.c. obtained by the gastric suc- 
ticu, but the material was described only once 
as “app. coffee grounds”. A small amount of 
brownish-green fecal material was returned after 
a saline enema. 


The patient continued to have fever. Chlorte- 
tracycline (Aureomycin) was administered. Sur- 
gical intervention for mechanical intestinal ob- 
struction was considered indicated but it was 
felt that she could not tolerate it. Irregularity of 
pulse was treated with digitalis. Blood pressure 
could not be maintained. Breathing became labor- 
ed. Death occurred 48 hours after admission. 


Laboratory: 


Blood counts: 7-17-59—Hb. 14.7 gms., Ht. 49 
vol. %, WBC 13,700, Stabs. 2, Segs. 80, Lymphs. 
18. 7-17-59 — Hb. 16.0 gms., Ht. 48 vol. %. 
7-18-59 — Hb.-18.2 gms., Ht. 61 vol. %. 


Prothrombin time — 7-18-59 — 100% 
Urinalyses: 7-17-59 — (Catheterized) Amber, 
cloudy, acid, $.G, 1.015, Albumin 1+, sugar neg., 


loaded with WBC, loaded with motile bacteria, 
heavy amorphous phosphate crystals. 


Blood chemistry: 7-18-59 — Calcium — 3.6 
mEq/L. CO, capacity — 30. mEq/L, Potassium 
—- 3.7 mEq/L. Sodium — 127 mEq/L. Urea 
Nitrogen — 28.2 mg. %. 7-18-59 — Amylase — 
117. Van den Bergh Direct — 1.46, Indirect 3.48. 


X-rays: 7-17-59 — Flat and upright abdomen, 
P-a chest: 
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“Radiographic examination of the chest reveals 
the lungs to be well aerated. There is no evidence 
of active pulmonary infection or congestive fail- 
ure. The heart and mediastinal structures appear 
natural. The bony thorax and diaphragm appear 
intact. The trachea and esophagus occupy their 
usual positions. Supine and upright radiographic 
examination of the abdomen reveal no evidence 
of free air. 


“There is a marked small bowel distention due 
to a mechanical obstruction. The point of ob- 
struction may be in the transverse colon, There 
is a soft tissue density in the bony pelvis con- 
sistent with an enlarged uterus or tumor, Con- 
clusions: chest negative for evidence of an acute 
process or congestive failure. Mechanical bowel 
obstruction. Pelvic mass.” 


Clinical Discussion: Dr. Jack Postlewa‘te: 


This history bears a lot of discussion, First, 
the red herrings. The first I noticed was bacil- 
luria. I see no reason why a female, alcoholic, 
with a bacilluria and some trace of albumin could 
not have a pyelonephritis, a pyelitis, or possibly 
a cystitis. The urologists say a bacilluria is the 
sine qua non of actual renal pathology. 


The next red herring, to my mind, is that 
the patient came in vomiting blood. Although 
she vomited blood she failed to lose blood; her 
admission hemoglobin, if anything, is soniewhat 
polycythemic. Now in addition to vomiting blood 
and passing blood by rectum, the two observa- 
tions made here, nurses’ observation and intern’s 
observation, indicate that there was no blood in 
the rectum. 


There was a bile colored stool and there may 
have been blood in the intestines demonstrable 
on benzidine test studies. Blood was observed ap- 
parently in thé’ oropharynx and therefore the 
benzidine test should have been positive. Another 
red herring: this patient has liver disease, having 
been an alcoholic all her life. Well, that mav 
be, but this alcoholic was a well nourished indi- 
vidual at least in terms of getting some food. 
An interne noted that the patient was hyposthenic, 
and I presume this refers to the body build rather 
than the nutrition problem. There was a great 
deal to indicate that the woman, prior to this 
one week of alcoholism, did reasonably well. 


Problem Arises 


This brings up the following problem. Sup- 
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posedly she was admitted with cirrhosis of the 
liver due to chronic alcoholism and bleeding from 
esophageal’ varices, Then a couple of liver tests 
including a prothrombin time, were done, and 
she is a patient with a prothrombin time of 100%. 
This means she has no liver disease. Her alco- 
holism has not interfered with her nutrition, She 
therefore has not a biliary cirrhosis. Now there 
is one thing that is remarkable about the various 
types of liver cirrhosis. When patients suffering 
from cirrhosis get to the point of death their 
clinical picture is so obvious that very few phy- 
sicians are going to miss a diagnosis. 


Cirrhosis always will be one of the many diag- 
noses that will be made in an alcoholic with 
several diagnostic possibilities. Cirrhotics have 
spiders, this lady apparently had none. She had 
a skin lesion, and I admire the doctor who made 
the observation. His description was very clear to 
me of nothing, but behind this description of 
nothing he said psoriasis, and I am inclined to be- 
lieve him, I believe it is psoriasis. 


She had a mild murmur. I see no reason to 
incur the wrath of the organization by calling it 
an S.B.E. and I don’t believe these skin lesions 
were specific, just a case of another red herring. 


Cirrhosis of Liver 


Back to the cirrhosis of the liver. No observa- 
tion was made of an enlarged liver or a small 
liver. We have a belly well distended, so I would 
presume then that this was not observed as a 
small liver which would be a contracted, stony 
liver, or a large liver which would be a fatty 
liver. Nobody saw any palmar edema or telangi- 
ectasia or altered tongue mucus membrane, things 
frequently seen in malnutrition associated with 
cirrhosis. She apparently had no other bleeding 
phenomena. This would imply that we are not 
dealing with overt liver pathology. 


Now, another red herring. The lungs were 
normal. On examination several observers speak 
of lung congestion. This is apparently the ter- 
minal event after 48 hours in the hospital. This is 
also after a tube was put down the esophagus 
supposedly to compress esophageal varices. She 
apparently died of congestive heart failure, pre- 
sumably secondary to an altered blood volume or 
vascular beds so her lungs were not normal. I 
presume for the first time that we don’t have a red 
herring and that she probably had a hypostatic 
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pneumonia, one of the terminal events associated 
with a failing patient. 

Another red herring, distended, silent abdomen: 
no allusion is made as to whether this silent ab- 
domen was distended with gas or fluid, so I think 
perhaps we can turn to the X-rays. 


X-ray Discussion:—Dr. Vincent Ravel: 

I don’t believe that this is the classical picture 
of a mechanical obstruction because I think I can 
sce air all the way down to the rectum, and this 
soft tissue mass that you see there is most prob- 
ably a distended bladder. The patient had Dem- 
erol and has an acute infection and this is to me 
more the picture of an adynamic ileus rather 
than that of a mechanical obstruction. The chest 
I think is fairly normal and I see no signs of 
hypostasis or congestive failure, There is no car- 
diac enlargement. I think with all the GI bleeding 
that is occurring you would have to think seriously 
of a bleeding ulcer. 


Dr. Bornstein: 


Are there any liver shadows on any of these 
pictures? 


Dr. Ravel: 


The liver shadow I think may be slightly en- 
larged to the left but it’s pretty hard to tell. 
Certainly the gas shadows here obscure it. 


Dr. Postlewaite: 


This abdominal tumor is obviously gynecological 
in origin. She did not have a recent pregnancy 
and therefore not an amniotic embolus with pye- 
lephlebitis or ovarian tumor with peritoneal me- 
tastasis. 


Question: 
Why didn’t she have a pyelephlebitis ? 


Dr. Postlewaite: 


Well, her count was only 13,000 on admission. 
Now I have finished the entire protocol and can 
start guessing what she had. This apparently is 
the case of an alcoholic who can metabolize al- 
cohol as well as food. She drank heavy for a week 
and got in trouble with vomiting and blood which 
didn’t reflect itself at least in her blood count. 
She was in shock. Now the problem is, what in 
alcoholism, followed by GI bleeding, followed by 
shock, will give us the clinical picture that our 
staff found in the emergency room. The one 
thing that impressed us on looking at the chart, 
and I’m sure the protocol won’t give you this, is 
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that she was seen on three occasions by three 
surgeons. 


The house staff must have been impressed by 
her belly and the contents thereof. They did put 
a double lumen tube down and did blow up the 
end of it and obstruct the esophageal portion of 
the stomach, One must reflect on this a minute. 
The pressure was apparently high and Dr. Dow 
saw her and suggested the pressure be reduced. 
I presume one could tear the cardia of the stom- 
ach or the cardia of the esophagus and perhaps 
her deterioration was aggravated by this, too. 
Intubation in a shocked patient will occasionally 
cause perforation of a viscus and death secondary 
to the treatment rather than to the disease. 


The impressive thing to me, though, is to use 
this tube in a woman who is not dying of a 
bleeding disease, pass this tube and to omit ther- 
apy of the gastro-intestinal tract because she had 
a tremendous distention of the GI tract, which is 
reflected in the chemistry. She had a low potas- 
sium. Now vomiting will give a low potassium. 
but when she received four transfusions, you 
get a tremendous amount of potassium. There 
is some evidence that she came out of shock 
with some levophed, but this was very tem- 
porary. She remained cyanotic. 


Question: 


The rectal examination did not reveal a lesion in 
the cul-de-sac? 


Dr. Postlewaite: 


Apparently not. Now the rectal examination 
was done and the appearance of the stool was 
noted, thanks to the educational efforts of Dr. 
Gaddis because in the past we never noticed the 
stools on rectal examination, No effort was made 
apparently to discover what this pelvis held. 
Nothing might have been found on rectal exam- 
ination because this tumor diagnosed by Dr. Ravel 
could be relieved by the catheterization of 1300 
and some odd cc. of urine. 


Well, I have thrown out the entire case except 
the brain. The patient was comatose and died. 
However, there was a lucid interval during which 
she gave some information. At that time she had 
a normal blood pressure, normal reflexes and nor- 
mal pupils, Although she had a bruise on the left 
cheek I don’t believe that she died of an acute 
hemorrhagic problem. If there would have been 
any diseases of the meminges or the epidural 
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space there would have been convulsions. Usually 
patients die with convulsions after a longer stay 
in the hospital, something like ten days and for 
these reasons I do not believe that we have a 
brain problem here. 


Now, what did she die of? Back to the chem- 
istries. She had depressed chemistries, in spite of 
four transfusions and a lot of peripheral fluids. 
Therefore she was unable to manage her potas- 
siums. Why didn’t she manage her potassiums? 
She vomited prior to admission but one doesn’t 
get the impression she was dehydrated unless her 
high hematrocit was one of dehydration. 


Her sodium was low. This again would be a 
reflection of vomiting or probably may be due to 
weeping of circulatory fluids into the bowel. 
Some of these patients actually use their bowels 
as a kidney and as they used to say, puke them- 
selves to death within their own bowel. Her cal- 
cium was low. Another red herring, There was no 
evidence of hyperparathyroidism. There is no his- 
tory of recent pregnancy. There is no nutritional 
deficiency of vitamins. Neither was there any 
evidence of chronic pancreatitis, Therefore the 
low calcium just as the low potassium, is due to 
fluid and electrolyte loss. Calcium is not lost from 
the small bowel, it is lost from the large bowel. 
Therefore, if this was an obstruction it must have 
included the large bowel. 


Liver Function Test 


Urea nitrogen, 28. Well, that’s another good 
liver function test because the retention here was 
not due to any renal disorder. Her output was 
excellent almost up to the time of death. As long 
as they kept the blood pressure up enough to 
achieve the necessary glomerular filtration she 
had good output. Therefore this urea nitrogen 
of 28 does not reflect renal disease or retention 
but probably reflects retention of urea nitrogen 
by the liver because of bleeding. This means that 
the liver functions adequately in handling the 
absorbed blood. As mentioned, the anylase was 
normal; otherwise this would be an excellent case 
of pancreatitis and we would find fat necrosis all 
over. 


The Van den Bergh was 35 and this is ap- 
parently not due to an obstructive hepatic prob- 
lem. They didn’t operate because she was in 
shock and she was only maintained by efforts of 
the house staff. There was no chance apparently 
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for surgery. Everybody recorded a silent abdo- 
men, distended. No note is made as to whether 
there was asymmetry, no note is made as to 
whether a mass could be felt, no note is made as to 
a localization of tenderness, and so forth. Ap- 
parently the consultants felt that surgery should 
be done immediately, and one of the three sug- 
gested that a long tube be put down to decom- 
press. The surgery couldn’t be done and she died 
acutely, presumably in myocardial] failure. 

In summary, I don’t believe the primary lesion 
is in the liver. I think our function tests have ruled 
out the liver as a major problem. There is dis- 
ease in the GI tract. She did vomit fecal material 
and that implies obstruction, beyond the small 
intestine. The one thing that wasn’t a red herring, 
was a long midline incision. I suspect that maybe 
some ovarian lesion or appendix was taken out, 
that she had a lot of adhesions, that something 
happened in terms of mesentery and bowel ob- 
struction, possibly a vascular shut-off. She died 
of intestinal obstruction. The immediate cause of 
death was heart failure. 


Dr. Licon: 
Could all this be due to alcoholism ? 
Dr. Postlewaite: 
I don’t think she died of alcoholism intoxica- 


tion. Her liver was in pretty decent shape and 
she lived several days. 


Dr. Goldfarb: 

- I think one other thing should be mentioned. 
Chronic alcoholics in addition to drinking alcohol 
are also given to drinking a number of other dif- 
ferent things which could cause an acute intoxica- 
tion and death. They go into shock and die from 
something other than alcohol. They are not al- 
ways too discriminating in what they are drink- 
ing. 

Dr, Bornstein: 

In acute alcoholism you die within less than 12 
hours. If, for example, the alcohol is 500 mg.” 
and that is a simple central nervous system pois- 
oning, you die with acute brain damage. 


Dr. Postlewaite: 
That is acute alcoholism—how about chronic 
alcoholism? 


Dr. Bornstein: 

We don’t know exactly how chronic alcoholisin 
kills, whether there is a direct toxic influence on 
the system or whether death is due to secondary 
malnutrition. 
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Dr. Gaddis: 


I didn’t see this patient but I am impressed by 
certain things I see here on the radiographs and 
by this patient’s course. She came into the hos- 
pital in shock, with high fever, distended abdomen 
which was quiet, and I think the cause of death 
lies between the diaphragm and pelvis of this 
patient. I must disagree with Dr, Postlewaite that 
it has anything to do with myocardial death. 


This patient came too late into the surgeon’s 
hands, no matter how soon they saw her; too 
late, because her peritonitis was already well de- 
veloped and had been so for some time. It may 
have been that the cause for this patient’s going 
on an acute alcohol binge was the pain in the 
abdomen that occasioned her increased drinking 
to the point of intoxication and although perfor- 
ated ulcers very rarely bleed, there is no reason 
why this one couldn’t have. She perhaps devel- 
oped a profound peritonitis prior to admission to 
the hospital. 


These pictures look to me like she had some 
plastic exudate between those loops of gut which I 
am sure could be due to peritonitis, Her fever 
goes well with this, It has been my misfortune 
since I have been in El Paso to have one patient 
dic a similar death, without vomiting, without in- 
toxication, but in shock, with good hematocrit 
and normal appearing blood count. This pagient 
died after three days of peritonitis, an adrenal 
type death, in spite of all the measures that were 
done to keep her pressure up. 


She had a low sodium and I believe that for 
the most part her adrenal cortex was just not 
functioning. This being the case, this patient was 
almost doomed before she arrived. I don’t have 
any criticism to make of the person who put down 
the tube. I think.I would probably have done the 
same thing. I think if we had been able to de- 
flate the intestinal tract, we might have decreased 
the toxicity of the reaction she had. I don’t think 
we had time enough; I don’t think anybody who 
attended her had time to really take care of this 
problem as they should have. In respect to the 
elevation of the serum bilurubin, this test was 
done after she was given several units of blood 
and I don’t think it is significant. 


Dr. Ayub: 


I agree with Dr. Gaddis in everything except 
the upper GI perforation, There does not seem to 
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be any air beneath the diaphragm. This patient 
had a lot of gas all over her intestinal tract but 1 
do believe she had some kind of ruptured 
viscus down in the lower pelvis. Probably the air 
that may have leaked through was not sufficiently 
under pressure to come up to the diaphragm but 
I de believe she did have peritonitis and I do be- 
lieve she had some kind of inflammatory process 
of the intestinal tract, most likely a ruptured 
diverticulum which initiated the entire process. 


Clinical Diagnosis: Intestinal obstruction. 


Dr. Postlewaite’s Diagnosis: Intestinal obstruc- 
tion, mechanical, region of colon. 


Pathological Diagnosis: 1. Partial mechanical ob- 
struction of lower ileum due to old postoperative 
adhesions; (2) Combined mechanical and ady- 
namic ileus; (3) Acute hemorrhagic infarction of 
small intestine; (4) Fatty cirrhosis of liver. 


Pathological Discussion:—Dr. F, P. Bornstein: 


On autopsy we found a distended abdomen 
and a scar running from the umbilicus to the sym- 
physis pubis. On opening the abdomen there were 
a great number of adhesions, although the peri- 
toneum as a whole was smooth and glistening. 
One of the adhesions went across the ileum and 
effectively cut off from circulation three or four 
distended and infarcted loops of small intestine. 
Therefore, this patient had an intestinal obstruc- 
tion with corresponding metabolic and electroly- 
tic disturbances. This was accompanied by very 
little exudate. 


This represents essentially a problem of local in- 
farction without generalized peritonitis. 


Microscopic examination of this region showed 
typical changes of acute hemorrhagic infarction. 
In addition, this patient had a liver which weighed 
3000 grams. The liver was yellow and doughy. 
The cut surface was pure yellow and on micro- 
scopic examination showed a typical cirrhotic 
pattern with total vacuolization of the individual 
liver cells. 


In short, a fatty cirrhosis of the liver, We then 
have here two different conditions. A mechanical 
obstruction of the intestine, putting the load on a 
person whose metabolism was already damaged 
by the presence of a severe fatty cirrhosis of the 
liver. I believe that the liver was damaged and 
unable to maintain a proper metabolism and con- 
tributed to the shock and the quick death of the 
patient. 
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